THE DIVISION OF HEALTH OF MISSOURIL

& el . i DEC 2- 1957 STANDARD CERTIFICATE OF DEATH AT F.L:E}N?.%

. Public
th Service Registration District No. jy? Primary Rnglstrullon District Ne. ,__,/Lf P . Regulmr s Ned NoX-? A _3_9 ______
o 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence beforn
's. 300 a. COUNTY Jackson o STATE Missouri b. COUNTY  Jaekgd mmw;)
v. 1-57 b. cg’;r {If outside corporate limits, give TOWNSHIP only) | Inside Limits g N CITY Inside Limirs
Town  Kansas City Yes LY Nof ] ‘_slo'a Tom Kansas City Yes(] No[]
g. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b < d. STREET (If outside, give lacation) Reside on Farm
R st. Joseph Hosp. 21 yrs, ADDRESS 2621 Mersington Yas (] Na[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) BERTHA REGINA HENSLEY DEQAFTH Nov. 7 » 1957
5. SEX t 6. COLOR OR RACE{ 7. MARRIED[ ] NEVER MARRIEDD 8. DATE OF BIRTH 9. AGE {tn years FUNDER | YEAR] IF UNDER 24 HRS.
M t birthday) | Months | Days Hours Min.
Female White wiboweo[}] 2~ pivorcen[]| Jan. 2, 1893 64 I
100. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
dyring most of working life, even if retired) RDUS RY . . i
Waitress Sc Cafeteria Altoonga, Kansas USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Gibb Muckey Rosa McCallen Jas.Thomas Hensley
15. WAS DECEASED EVER [N U. 5. ARMED FORCES? 16, SOCIAL SECURITY NG| 17. INFORMANT Address
¥ ' ki ) . f i .
(Ve o wmknownd 1 yeu, aiggggge dores of servies) | (ke aym Hollis Hensley,826 So.Cottage Indep. ,Mo.
18. CAUSE OF DEATHF‘EMM only ona cause per tine for {a), (b), and (c}, . INTERYAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSETiND TH
IMMEDIATE CAUSE {a) z

/ , .
Conditions, 1f any, . DUE TO-{b} __ g y . A /&;LM

which gave rise to / .

bo aj,

o L . Lelonracln s |/
i DUE TO (c) R

10%E ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must use only standerd nomenclature in item 18, No symptoms will be listed.

g : lying couse lost. y
< =N PART'Il. QTHER SIGNIFICANT CONDITIONS CONT t not related 1o the terminal disesse tian glyen in PART | 19. S AUTOPSY
4 s . — | PERFORMED?
3 i - . ) YES{] NO
- =] 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIEE HOW INJURY OCCURRED. (Enter natura of injury in PART | ot PART Il of item 18.}) =~
E: 5 O O D >
3 1 .
o U} 2¢. TIME OF .Howr Month, Day, Year
s 8 INJURY  am.
E E p.m.
E 20d. INJURY, OCCURRED 200. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY .. STATE
T WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.) .
& WORK AT WORK A - ‘ Y o
V) L By
E 2}. | attended the doceased from l FM / 'd-/m '7 Wo ué last 'Sawh;oliu on / M—?
a — Death cccurred af 8 H 0 W -4 . m on the dote stated above; and to the best of my knowladge, from the couses stated.
i o | 22b. ADDRESS k é 22¢. DATE SIGNED
5,
G- lo2 Ha & 0V $1957
% 23c. NAME OF CEMETERY OR CREMATORY . 23d. LOCATION {City, town, or county) . . (Sraray
~ Nov.10,1957 | Whorton Cemetery Bosworth, Missouri
24. FUNERAL DIRECTOR ADDRESS * 25. DATE RECD. BY LOCAL REG..| 26. REGISTRAR'S SIGNATURE. .

R.

George C. Carson,Independence, Mo. ). F-87 /;W'?;-z‘ ?4 ef

{Licensed Embolmar's Sictement on Reverse Sids)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY ME, 0T DY i iiiic i cr i cvrrrr e crn e s e s rnnnsaanas eeernrnrreneadeseraniens «» Student Embalmer No. ..........cceeevens

working under my personal supervision.

. SignedQ,W

Signature of Student Embalmer
- - : ) L:censed Embalmet No#é 7,9
. | " " p.o. Address&aﬂ%} md

.7 TNote “'The abtve MUST BE SIGNED BY THE LICENSED 'EMBALMER in his OWN HANDWRITING (Failure
" 'to comply with the above constitutes grounds for revocation of license).
Rt embalmed by a STUDENT, he also shall sign in his OWN handwriting, - - - - T
If this- body 1s not embalmed, fact should be so stated above

. L
- - - . . .

Student




